think our Department was trying to do. Certainly we were 'provoked to learn', and not entirely by the stimulus of examinations; sometimes we were 'persuaded to agree', not entirely by brainwashing; often we were 'encouraged to dissent', and surely this is an essential part of any course. Whether we will be 'led to teach' only the future will tell. However, we both enjoyed the subject of social medicine and hope it will receive more, rather than less, prominence in the medical curriculum of the future. In organizing the teaching of a new subject, or reconsidering the teaching of an established one, there are a number of questions which one might usefully consider: definition of the scope of the subject; parts of the subject to be taught; by whom, how and when the subject is to be taught. It is these considerations, which could equally well be applied to the teaching of physiology or surgery as to sodial medicine, that I should like to discuss.
REFERENCE
The scope of the subject was defined for us by Professor W W Holland in terms of epidemiology as applied both to etiology of disease and to the assessment of medical care, existing or planned. These areas are certainly of great importance, but as Dr T Arie's teaching experiment shows, concepts such as role playing in the medical situation can be sucesssfully put across with the correct technique. Therefore, in defining the subject one should not neglect more abstract topics such as the social structure of institutions, social class, the family, social services and statistics.
The choice of the areas to be taught should be made with clinical relevance in mind. However, teachers should not fear to teach more abstract and fundamental aspects of their subject, provided that the topics are of interest. In the teaching of many other parts of medicine this tendency has gone too far, especially in preclinical subjects. However, in social medicine it is easy to forget one is teaching people with an IQ of 125 or over, so that it would be surprising if interesting new ways of thought did not arouse some enthusiasm.
Who is to teach social medicine? The besl teaching is done by good teachers, and this cuts across discussions about whether or not the teach. ing should be done by doctors. Just as an interest. ing and stimulating subject will stand being taughl independently of its clinical relevance, so a lecturer who has a broad grasp of his subject wil. not be rejected simply because he has no medical degree.
Seminars and ward rounds have been put for. ward as methods of teaching, with the lecture being rather harshly dealt with. In Professor Holland's trial of lectures, one cannot help wondering whether there was not perhaps a pre existing lack of enthusiasm for this form of teaching on the part of the lecturers which could well have prejudiced the results. Lectures have an important, though not exclusive, part to play in any teaching programme, both in imparting information efficiently and in exposing students tc new ideas and ways of thought. In putting ovei his subject, the lecturer in social medicine should avoid two alienating pitfalls. The first, especially prevalent among physiologists, is to waste the initial (and most receptive) ten minutes explaining how vast is the area on which he is to speak, thus reducing even further the time in which to deal with it. The second, much noted among psychiatrists and teachers of social medicine, has been described as 'paranoia', and is manifested as time wasted defensively explaining the relevance of the subject to be taught, when no suggestion ol irrelevance has been made.
The final qpestion of when to teach social medicine seems to have been settled fairly firmly and correctly in that it is agreed that it should be taught throughout the medical course, and that, in conformity with the rest of the medical course, the more fundamental aspects should be taught in preclinical years, while in the clinical years the emphasis should be on more obviously relevant topics.
The following papers were also read: 
